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Section Five
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Section Six
Prescriber’s Attestation and Signature/Date
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MassHealth
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Division of Medical Assistance
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The information in Sections One, Two, Three, and Four must be completed by the servicing provider.


	member name: 
	masshealth number: 
	Address: 
	date of birth: 
	sex: 
	height: 
	weight: 
	diagnosis: 
	icd9 code: 
	Prescriber name: 
	telephone number: 
	prescriber address: 
	upin number: 
	supplier name: 
	supplier phone: 
	supplier address: 
	provider number: 
	req: 
	 items 1: 
	 items 2: 

	service codes 1: 
	service codes 2: 
	req items 3: 
	service codes 3: 
	req items 4: 
	service codes 4: 
	length 1: 
	length 2: 
	length 3: 
	length 4: 
	medical justification for req: 
	 items: 

	home: Off
	work: Off
	other: Off
	other specifics: 
	reset button: 


